O V E R the last decade there has been a resurgence of interest in urinary infections, not only for the clinician and bacteriologist, but also for the experimental pathologist and epidemiologist. In spite of the numerous and varied investigations, a problem which is still unsolved is that of 'spontaneous infection', that is, infection occurring without an underlying reason such as obstruction or instrumentation. Important advances in the study of infection produced by instrumentation have resulted in the virtual abolition of the catheter to obtain a routine diagnostic specimen of urine from females (Beeson, 1958; Brumfitt et al., 1961) . A significant reduction of infection following necessary instrumentation has been achieved by many workers using methods of asepsis and antisepsis as outlined, for example, by Paterson et al. (1960) and by the Bristol group of workers (Gillespie, Linton et al., 1960; Gillespie, Lennon et al., 1962; 1964) .
However, it would appear that, for the majority of patients with urinary infection, the disease arises spontaneously, either overtly or covertly. Population studies on the lines of Kunin and his colleagues (1964) in the United States, have demonstrated a prevalence of significant bacteriuria in about 1.2 per cent of young girls when studied at any one time, and an annual incidence of 0.35 per cent of covert cases per year and Miall and his colleagues (1962) found that 4.4 per cent of Jamaican women had significant bacteriuria. In this country several surveys have been carried out in general practice (Fry et al., 1962; Loudon & Greenhalgh, 1962; Mond et al., 1965) and it has been suggested that about 1 per cent of the population per year are likely to have a urinary infection. In hospital surveys the figures tend to be higher; of antenatal patients, 6 to 8 per cent may harbour occult 'infection' (Kass, 1956; Turner, Scot. moo. J., 1966, 11: 364 SCOTTISH MEDICAL JOURNAL GLASGOW OCTOBER 1966 1961 Kincaid-Smith, 1964) . With patients admitted to hospitals the figures are still higher. Kaitz and Williams (1960) found that 17 per cent of all admissions had significant bacteriuria and, on page 356 of this issue of the Scottish Medical Journal, Whatmore and his colleagues have reported that 37 per cent of female patients had infected urine on admission to a general surgical unit. Perhaps the higher incidence in hospital admissions is a reflection on the increased age of the patients, which is a significant factor in all the population surveys. Another feature in urinary infection about which there is general agreement is the higher frequency of infection in females compared to males in the first 4 decades of life. This marked difference decreases when prostatic hypertrophy assumes a role in the older male. Sex difference may be explained by the relatively short urethra in the female added to which there is a greater risk of bacterial contamination of the urethra associated with poor perineal hygiene, soiled underclothes and external sanitary tampons, and sexual intercourse. Once the initial inoculation of the urethra is achieved the subsequent proliferation of the organisms in the bladder is more difficult to explain. Normal urine has been noted to have antimicrobial activity (Dold, 1947; Bjornesjo, 1951; Tamm & Horsfall, 1952; Wilson, 1950) and Jackson and Grieble (1957) have shown that the urine from patients with pyelonephritis supported bacterial growth more than normal urine. Roberts and Beard (1965) have noted a similar increase in growth rate in urine from pregnant women compared to non-pregnant women. Kass (1960) has suggested that the inhibition of bacteria in the bladder may be affected by the chorionogonadotrophins of corticosteroids; thus it may be that a variation in some urinary constituent will permit the proliferation of bacteria in the bladder.
Once the organism is established and proliferation has taken place in the bladder, the patient mayor may not have symptoms, and since in the majority of cases the condition appears to be asymptomatic, controversy has arisen over the importance of significant bacteriuria. The accompaniment of a pathological condition, either overt pyelonephritis or radiological evidence of pyelonephritis, may be noted subsequently in 40 to 50 per cent of patients with significant bacteriuria (Kass, 1960; Kincaid-Smith & Bullen, 1965) and it therefore seems unreasonable to permit bacteriuria to continue in a hollow viscus, with a risk of subsequent extension of the infection, particularly when this may be prevented by antibacterial therapy (Kass, 1962; Williams et al., 1965; Little, 1965) .
The route by which pyelonephritis may occur is still a source of discussion; the lymphatogenous, haematogenous and retrograde spread all have had their proponents and indeed it is probable that all may be valid in different circumstances. Much of the controversy has resulted from the use of the term 'ascending', for extension of infection from the bladder to the renal pelvis via the ureter, a term which suggests a salmon-like leaping of the coliform bacteria up the ureteric waterfall. It must be remembered, however, that for about 8 hours of the day one is recumbent, when the passage may be downward from the bladder to the renal pelvis and furthermore the renal flow is reduced. It would be interesting to enquire of patients, with unilateral pyelonephritis, on which side they usually lay in bed.
The association ofvesico-ureteric reflux has also been considered to be important in the extension of the infection. Hodson and Wilson (1965) noted that 34 per cent of children with urinary infection had unilateral or bilateral reflux when micturating cystograms were performed. Whether reflux is a consequence of infection or a cause is still under consideration; some workers have noted the regression of reflux following antibacterial management (Rosenheim, 1963) .
Even without considering the host-parasite relationship, the biological characteristics of the infecting organism and the immunological state of the patient, there are ample opportunities for fundamental studies on the pathogenesis of urinary infection.
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Paterson, M. L., Barr, W., Macdonald, S. (1960) . Urinary infection after colporrhaphy: its incidence, causation and prevention. It is unfortunate that in the article it is stated that two of the patients 'had become registered addicts while living in London'. In Britain there is no such person as a registered addict. They may be known to the Scottish Office or Home Office but they are in no way registered. Both 'Brain Reports' rejected registration of addicts. It would be a pity if your readers were to form the impression that registration, which might seem to imply that the addict is officially recognised as having the right to an approved quantity of dangerous drugs, obtains in Britain. Dr Matthew is of course quite correct in pointing out that registration of a drug addict does not entitle him to a regular supply of narcotic drugs. In our paper we should perhaps have referred to 'registered addicts' with the use of inverted commas or with the prefix 'so-called'.
We would add, however, that certain general practitioners heve tended to feel more secure about prescribing heroin after the addict has become 'registered'. In short, medical registration of addicts carries no legal status but-unfortunately-has afforded clinical comfort to some family doctors.
The suggestion of Lord Brain's Committee to notify rather than register addicts is a splendid one. 
